Objectives: To demonstrate a study design that could be useful in low-resource and violent urban settings and to estimate the prevalence of child violence exposure (at home, community, and school) and child mental health problems in a low-income medium-size city.
Violence Prevention 2014 (Butchart & Mikton, 2014) (Krug, Mercy, Dahlberg, & Zwi, 2002) and made new recommendations. For instance, at a national level, countries still need to strengthen data collection to reveal the true extent of the problem and to disseminate data gathered on fatal and nonfatal violence to inform planning and action (Butchart & Mikton, 2014) .
In 2015, the UN established the 2030 Agenda for Sustainable Development (UN, 2015) , mentioning that there can be no sustainable development without peace. The Agenda's goals and targets will stimulate worldwide action over the next years in areas of critical importance for humanity including the protection of human rights and efforts to free societies from violence (UN, 2015) . According to the Centers for Disease Control and Prevention (2015) , a first step in preventing violence is better understanding its magnitude, nature, and consequences. In order to accomplish this first step, a group of researchers from different countries conducted the Itaboraí Youth
Study to obtain information on risk (mainly violence exposure) and protective factors for mental health problems in a random populationbased community sample of Brazilians aged 6 to 15 years. Petrobras entered a huge economic crises due to Brazil's biggest-ever corruption scandal that weakened the country's economy and produced an enormous amount of job losses nationally (Blount, 2015) . The procedures to build the oil refinery were interrupted; workers lost their jobs but remained living in the city; and unemployment and criminality rates increased in the area. For instance, from 2013 to 2014, the apprehension of children and adolescents by the police increased 26.3%, and finding a dead body in the city increased 114.3% (Bruno & Pandeff, 2016) . These three facts together represent sources of intense and prolonged stress that can have a variety of short-and long-term negative effects on child and adolescent physical and mental health (Middlebrooks & Audage, 2008) .
Poverty, violence, and unemployment are frequently affecting a great proportion of the population residing in Brazilian medium-size cities (100,000 to 500,000 inhabitants; da Silva, 2013) . From 1970 to 2000, medium-size cities multiplied in all Brazilian regions (de Carvalho, 2003) . The intense and disorganized territory occupation was marked by inequalities. Areas more distant from the centre had reduced economic value and concentrated a population with precarious living conditions due to social exclusion, environment degradation, deficits in infrastructure (e.g., basic sanitation services), and violence (Alves, 2016) .
Regarding the prevalence of violence exposure in low-and middleincome countries, a literature review (Ribeiro, Andreoli, Ferri, Prince, & Mari, 2009 ) mentioned the study of Avanci, Assis, Oliveira, and Pires (2009) that reported high rates of victimization among boys and girls (6-13 years) at home (63.9% and 53.2%, respectively), at school (42.4% and 44%, respectively), and in the community (31.5% and 21.6%, respectively). Assis, Avanci, Pesce, and Ximenes (2009) presented epidemiological data on the various forms of violence against Brazilian children and adolescents. The authors mentioned two studies: one that evaluated children from 10 Brazilian State capitals and reported victimization by physical aggression in the community (12%) and death threats received by themselves or by a near family member (16%; Cardia, 1999) ; and another in which mothers reported that their children (6-12 years) had witnessed someone stealing or shooting people (11.4%) and had witnessed a homicide (12.1%; Avanci, Assis, & Pesce, 2008) .
Regarding the prevalence of mental disorders in Brazilian children and adolescents, population-based studies using diagnostic instruments have shown that rates are similar considering those obtained in Brazil and in other countries. A multicentre cross-sectional study involving a probabilistic sample of schoolchildren from Grades 2-6 (n = 1,676; age: 6-16 years) from four municipalities from four Brazilian regions identified current psychiatric disorders (Paula et al., 2015) . Reported prevalence rates were 13.1% for any psychiatric disorder, 7.2% for any anxiety disorder, 5.8% for any disruptive disorder, 4.5% for attention-deficit hyperactivity disorder, and 0.5% for any depressive disorder. These rates were similar (except for attention-deficit hyperactivity disorder) to the rates previously obtained by Fleitlich-Bilyk and Goodman (2004) in a probabilistic sample of schoolchildren (n = 1,251; age: 7-14 years) from Taubaté city in southeast Brazil. These rates were also very similar (except for any depressive disorder) to the worldwide-pooled prevalence reported by Polanczyk, Salum, Sugaya, Caye, and Rohde (2015) in a systematic review of the literature on prevalence studies of mental disorders in children and adolescents that used probabilistic community samples and standardized diagnostic measures based on the Diagnostic and Statistical Manual of Mental Disorders or the International Classification of Diseases (41 studies conducted in 27 countries).
The primary objective of this paper is to demonstrate a study design that could be useful in low-resource and violent urban settings, showing how to conduct a methodologically sound study using appropriately translated instruments, so that other researchers could adapt this strategy to their own context. According to Kieling et al. (2011) , child and adolescent mental health research is still needed, particularly in low-and middle-income countries, including prevalence and longitudinal studies. Filling this gap, the secondary objective of the present paper is to estimate the prevalence of key constructs of the study (e. g., child and adolescent exposure to different types of violence, mental health problems, and symptoms of PTSD) in a population of children and adolescents living in a low-income medium-size Brazilian city.
| METHODS

| Study design and setting
The Itaboraí Youth Study was conducted in Itaboraí, a low-income medium-size city from southeast Brazil, located about 60 km far from Rio de Janeiro, the second largest Brazilian city and capital of Rio de Janeiro State. According to the last Brazilian census (Instituto Brasileiro de Geografia e Estatística [IBGE], 2010a), the population of Itaboraí is of about 218,000 inhabitants (98% urban) with 32.0% of them under 20 years of age (IBGE, 2010b) . Regarding education in the population aged 25 years or older, 51.3% of total residents and 50.8% of female residents did not complete 8 years of schooling (IBGE, 2010c) .
This longitudinal study involved a probabilistic community-based sample of children and adolescents aged 6 to 15 years (n = 1,409 at baseline). Participants included mothers and substitutes (all female) and adolescents (boys and girls) that were interviewed during Waves 1 and 2 with a mean interval of 12.9 months.
| Sampling
Stratified random sampling is used to ensure that a sample is equivalent to the general population in terms of key variables (Norman & Streiner, 1998) . Stratification is a common technique applied for many reasons such as gaining precision in the estimates of characteristics of the whole population. In stratified sampling, the population of N units is first divided into subpopulations (called strata) that are nonoverlapping and that together comprise the whole population. When the strata have been determined and a simple random sample is taken in each stratum, the whole procedure is described as stratified random sampling (Cochran, 1977) .
The Itaboraí Youth study used a three-stage sampling procedure that involved, first, a random sample of census units (107/420) using the method "probability proportional to the size," second, a random sample of eligible households (15 in each selected census unit), and, third, a random selection of the target child among all eligible children in the household. Census units were defined by the last Brazilian national census (2010). In the selected census units (n = 107), all households were visited to identify eligible households (residence of a 6-to-15-year old and his/her biological, adoptive, or step mother).
The initial eligible sample included 1,605 mother-child pairs, and no one was replaced in case of refusal. Sampling weights were calculated based on the study three-stage probabilistic sampling plan. Inclusion criteria for participation in the study were age 6 to 15 years, residing with his/her biological, adoptive, or step mother since the first year of life, and residing in Itaboraí city in the past 12 months or longer.
Exclusion criteria were intellectual disabilities (child not able to play with other children or go to a regular school or regular classroom) and mother younger than 18 years.
In order to calculate sampling weights, specific information for each participant household was obtained: identification number of the census unit where the household was located, total number of eli- 
| Data collection
All data were collected during face-to-face interviews in the household carried out by trained lay interviewers with at least a high-school diploma. The interviews with mothers and adolescents were 60 to 90 min long, depending on positive answers to key items that opened a series of new items for gathering detailed information on the topic (e.g., types of service use and professional assistance due to violence exposure). Because interviewers had to use public transportation or walk to reach the selected households, they used paper and pencil for data collection instead of electronic devices to avoid being exposed to robbery and assault.
In each selected household, interviewers contacted the mother of the target child, explained her the content of the written informed consent, asked for her signature in that document, and applied the questionnaire in the household while making sure other residents were not listening. When the target child was an adolescent, the interviewer asked for the mother's consent to interview her son or daughter. After obtaining her signature on a written informed consent, the interviewer asked for the adolescent's assent. The adolescent's interview could occur in the same day of the mother's interview or a few days later. Adolescents answered the interviewer's questions in the household under privacy conditions, and his/her interview always occurred after the mother's interview was completed. When the mother completed the questionnaire but her adolescent son or daughter refused to participate in the study, this mother-adolescent pair was excluded from the sample.
Before starting Wave 1 data collection, questionnaires were applied to 200 mothers and 109 adolescents residing in nonselected census units from Itaboraí (pilot study) in order to test fieldwork procedures, comprehension of questionnaire items, and data entry procedures. The pilot study was useful to show that mothers were frequently working or involved in activities outside home at any day or time. Therefore, it was necessary to increase the number of home visits up to 10 per household (in different times and days of the week including weekends) in order to find mothers at home with time available to complete the questionnaire in the same day (60 to 90 continuous minutes). Furthermore, items that were difficult to understand had its wording simplified without distorting its content and were submitted to a new back-translation. Final forms of questionnaires were then ready to the main study.
The Itaboraí Youth Study involved two periods of data collection with a mean interval of 12.9 months. From February to December 2014 (Wave 1), interviewers applied a semi-structured questionnaire to biological, adoptive, or step mothers of the baseline sample of 6-to-15-year olds (n = 1,409; response rate = 87.8%). In this baseline sample, 730 were boys, and 720 were adolescents (aged 11-15 years).
In Wave 1, 680 adolescents were individually interviewed (response rate = 94.4%). In Wave 2, the study collected valid data from 1,189 mothers (response rate = 84.4%) and 550 adolescents (response rate = 80.9%; Figure 1 ). Field work supervisors checked all completed questionnaires and referred them to the data entry team. Waves 1 and 2 databases were cleaned by members of our research team who also translated all questionnaires' and databases' content to English in order to allow access to the entire international team of researchers.
Because criminality rates had increased in Itaboraí city lately (Bruno & Pandeff, 2016) , it was necessary to increase the number of home visits during Wave 2 in order to achieve higher compliance rates.
The maximum number of 10 visits per household in different times and days of the week including weekends increased to 15 visits per household. In order to avoid the exposure of interviewers to assault or rape in more remote areas or more violent neighbourhoods, new FIGURE 1 Itaboraí Youth Study: Participants and response rates field work procedures were adopted such as visiting households in pairs, not working after sunset, and using rented vans for transportation.
The data collection team included 20 interviewers that were selected based on their performance during a 3-day training period.
A member of our research team trained all interviewers. This training involved (a) receiving a detailed explanation of the project and structure of questionnaires' sections; (b) role-playing activities in which interviewers applied questionnaires to one another while his/her partner pretended to be the interviewee (mother or adolescent); and (c) field work activities in which each interviewer applied 10 questionnaires to mothers and 10 questionnaires to adolescents, followed by group supervisions that discussed the most frequent doubts and difficulties and possible solutions. During the 2-year period of data collection, four training workshops were necessary due to the admission of new interviewers into the team.
| Study variables: Measures and instruments
All study variables were measured on the basis of mothers and/or adolescents' responses to interview questions. The study included a range of child and adolescent variables covering the following areas:
demographics, mental health problems and impact, exposure to violence (at home, community, and/or school), exposure to sexual abuse, stressful life events, suicidality, PTSD symptoms, alcohol and drug consumption, parental styles, resilience, and service use. The great majority of topics was investigated based on both informants: mothers (information gathered on the entire sample) and adolescents (selfreports for the age group 11-15 years). Maternal anxiety and/or depression, maternal victimization by severe marital violence, and alcohol and drug use by the mother and/or her husband or partner were also relevant factors investigated during the interview with mothers.
Items derived from questionnaires originally developed in English but with no official Brazilian version were translated to Brazilian Portuguese by two of the paper's authors (I. A. B. and W. S. R.) and back translated to English by a professional translator with English as his mother language. These items were pretested in focus groups involving typical low-educated women and adolescents to identify items still in need of minor modifications. Final Brazilian versions of all standardized instruments were included in the questionnaires applied to mothers and adolescents. Translation procedures followed the norms proposed by Streiner and Norman (1995) . Table 1 refer to specific child and adolescent variables (key constructs of the study), which prevalence rates at the study baseline are reported in this paper. Other variables measured by the study will be theme of future publications.
Measures described in
| Ethical considerations
The Brazil's National Committee for Ethics in Research (process Number 25000.182992/2011-76) and the Research Ethics Committee of Universidade Federal de São Paulo (process Number 0324/11) approved the study. A written informed consent was obtained from all participant mothers and a written informed assent from all participant adolescents. Each participant household received a unique code to be used in the questionnaires and databases to guarantee anonymity of participants' identity.
As soon as information from study participants were available in partial databases, subjects in need of urgent mental health attention were identified and referred to local health centres. Children and adolescents in need of urgent mental health attention were those who attempted suicide, suffered severe physical punishment by parents, were victims of sexual abuse, had serious problems due to use of alcohol or drugs, and/or were impaired by the presence of three or more PTSD symptoms. Parents in need of attention were those who had serious problems due to use of alcohol or drugs, and mothers who attempted suicide or were victims of severe physical marital violence.
Mothers received a formal written referral signed by the study principal investigator in Brazil and could decide to use it or not to make an appointed at the nearest health centre.
| Statistical analysis
In this paper, absolute numbers of subjects are unweighted (refer to the sample) but all percentages are weighted because sampling weights were applied to generate prevalence rates among the population of same-age children and adolescents that live in Itaboraí city. The sampling plan was taken into account when obtaining means and when performing Chi-square tests to verify differences in prevalence rates between children and adolescents with mothers being the informant for both age groups (independent samples). In order to identify differences in prevalence rates among adolescents according to the informant (mothers' reports and self-reports), McNemar's tests were performed on paired proportions using weighted data. SPSS 24 was used for all analyses.
| RESULTS
The study baseline sample included 1,409 children aged 6 to 15 years, 730 (52.5%) being boys and 679 (47.5%) being girls. The total sample included 689 (48.7%) children (6-10 years) and 720 (51.3%) adolescents (11-15 years). The total sample mean age was 10.6 ± 0.1 years.
All adult informants were female and included biological mothers (94.6%), adoptive or step mothers (0.6%) and substitutes of absent mothers (intrafamily adoption: 4.8%). The grandmother was the most frequent mother substitute (4.1% of all informants). The age of mothers or substitutes ranged from 19 to 77 years (mean ± SD:
36.2 ± 0.4 years), 47.4% of them did not complete 8 years of schooling, and 48.8% were not working for pay in the last 30 days.
The majority (70.5%) of mothers or substitutes had a husband or partner residing in the household. Among women without a husband or partner (n = 430), 69.8% were separated, 14.7% were widowed, and 13.7% never cohabitated with a husband or partner. When considering all households with a resident husband or partner (n = 979), most of them (67.1%) were the child's biological father, 27.6% were stepfathers, 0.9% were adoptive fathers, and 4.4% were grandfathers or uncles (intrafamily adoption). The husband or partner's age ranged from 18 to 81 years (mean ± SD: 39.5 ± 0.5 years), 45.6% of them Richters and Saltzman (1990) . Differently from the original Self Report Version, two separate items investigated beatings and muggins, and two new items were added by our research team (being around a shoot-out and suffering death threats)
Any victimization by community violence in the past 12 months (at least one positive item from the 11 items listed in Table 2 possible answers for all items:
Investigation of 8 topics (beatings and muggins, forced entry, being chased, arrests, threats, knife attacks, shootings, sexual molestation) selected from the Survey of Exposure to Community Violence-Self Report Version, developed at the National Institute of Mental Health by Richters and Saltzman (1990) . Differently from the original Self Report Version, two separate items investigated beatings and muggins, and two new items were added by our research team (being around a shoot-out and suffering death threats)
Exposure to violence at the community: Eyewitnessed events that occurred outside the school and home environments Any eye-witnessed community violence in the past 12 months (at least one positive item from the 11 items listed in Table 2 possible answers for all items:
Exposure to violence at school None None Arora's "My Life in School" (MLS) checklist (Arora, 1994; Arora & Thompson, 1987) . Selected and modified items previously used in a Norwegian study with schoolchildren (Rønning, Handegaard, & Sourander, 2004 ) Three types of peer harassment events (any event occurring more than once in the past 6 months): physical aggression (4 items), verbal harassment (5 items), and social manipulation (6 items). Any peer harassment corresponds to at least one event occurring more than once from the 15 items listed in Table 3 -possible answers for all items:
"not at all" (0), "not at all"
, "less than once a week" (1), "more than once a week" (2), "almost every day" (3).
Self-perceived bullying victimization in the past 6 months corresponds to an answer of more than once a week or almost every day (Continues) did not complete 8 years of schooling, and 9.0% were not working for pay in the last 30 days.
At the study baseline, 680 adolescents (11-15 years) with a mean age of 13.0 ± 0.1 years were interviewed, 332 (48.1%) being boys and 348 (51.9%) being girls. Based on adolescent's report, 669 (98.4%)
were in school in the past 6 months and therefore, could answer questions about school violence.
Basic findings from Wave 1 are presented below involving the prevalence of violence exposure, mental health problems, and symptoms of PTSD. Mother reported prevalence rates were compared considering two age groups: children (6-10 years) versus adolescents (11-15 years; Tables 2 and 4 ). Mother and adolescent reported prevalence rates were compared considering the age group 11-15 years (Tables 2 and 4 ).
3.1 | Violence exposure (at home, community, and school)
According to mothers' report, in the past 12 months, 9.7% of children and 11.0% of adolescents were severely punished by one or both parents with being hit with an object as the most frequent event in both age groups. Self-reports of adolescents also indicated a high rate of severe physical punishment (13.0%) with the predominance of being hit with an object (Table 2) .
Regarding victimization by one or more community violence events in the past 12 months based on mothers' report, similar prevalence rates were noted among children and adolescents (6.4% vs.
6.2%). However, in the age group 11-15 years, adolescents reported higher rates than mothers for being exposed to one or more events in the past 12 months (14.2% vs. 6.2%, p < .001). According to adolescents' report, the prevalence of eye-witnessing one or more community violence events was even greater than being victimized by one or more community violence events, with seeing someone being beaten-up and being arrested by the police as the most frequent events (Table 2 ).
In mothers' opinion, similar proportions of children and adolescents were threatened, maltreated, or chased by peers at school in the past 12 months (7.7% and 10.0%, respectively). According to inschool adolescents (n = 669), 21.9% were exposed to at least one school violence event that occurred more than once in the past 6 months. Among these events, verbal harassment was more frequent than social manipulation that was more frequent than physical aggression. Table 3 shows the frequency of all school violence events investigated.
| Mental health
According to mother's report on the Strength and Difficulties Questionnaire (SDQ), prevalence rates of total problems in the clinical range were similar among children (21.4%) and adolescents (20.9%). However, adolescents had a higher rate of emotional problems compared to children. In the age group 11-15 years, mothers reported higher rates than adolescents for all SDQ problem scales (Table 4) . "no" (0), "yes" (1). The authors of the current paper determined that adolescents with three or more PTSD symptoms and impairment were those more severely affected by the traumatic event One or more events occurring at least once in the past 12 months 160 (21.1)
Note. Empty cells refer to items not included in the mothers' questionnaire to avoid inaccurate answers. Severe physical punishment by one or both parents.
b Events that occurred outside home or school.
Chi-square tests performed to identify differences between children rates and adolescent rates (all mother reported). When considering child behaviour checklist (CBCL) results for children and adolescents, similar rates were noted in the two age groups for narrow-band and broad-band scales. When comparing CBCL and youth self-report (YSR) results for the age group 11-15 years, mothers reported higher rates than adolescents for somatic complaints, thought problems, rule-breaking behaviour, internalizing problems, externalizing problems, and total problems (Table 4) .
When comparing the prevalence rates of total problems in the clinical range according to different screening instruments, motherreported SDQ generated a higher rate than CBCL, and adolescentreported SDQ generated a higher rate than YSR (Table 4) .
| PTSD symptoms
Adolescents also informed about PTSD symptoms related to the currently most bothersome traumatic event among all reported violence exposure events and/or stressful life events, with 5.4% of them presenting three or more symptoms. The most frequent PTSD symptoms were avoidance of thoughts or feelings related to the event, avoidance of activities that reminded the event, and recurrent thoughts or images of the traumatic event (Table 4) .
| Overall prevalence
When observing prevalence rates of selected child and adolescent variables in the age group 6-15 years (n = 1,409) based on mother's report, it was clear that the studied population was exposed to relevant levels of violence and clinical mental health problems (Table 5) . School violence (events occurring more than once in the past 6 months)
Physical aggression
Another pupil has tried to kick him/her 28 (4.7)
Another pupil has threatened him/her 9 (1.9)
Another pupil has tried to trip him/her up 19 (3.2)
Another pupil has tried to hit him/her 16 (3.2)
Any physical aggression (events occurring more than once in the past 6 months) 46 (8.7)
Verbal harassment
Another pupil has called him/her names 63 (11.1)
Another pupil has teased him/her 68 (10.1)
Another pupil has teased him/her about his/her family 7 (1.5)
Another pupil has teased him/her because he/she was different 17 (2.0)
Another pupil has tried to hurt his/her feelings 27 (3.8)
Any verbal harassment (events occurring more than once in the past 6 months) 111 (17.6)
Social manipulation
Another pupil has ganged up on him/her 3 (0.3)
Another pupil has tried to make him/her hurt other people 17 (2.4)
Another pupil has tried to get him/her into trouble 26 (3.9)
Another pupil has made him/her do something he/she didn't want to 6 (0.5)
Another pupil has threatened to tell on him/her 25 (3.5)
Another pupil has told a lie about him/her 37 (7.1) Any social manipulation (events occurring more than once in the past 6 months) 71 (11.3)
Any school violence (events occurring more than once in the past 6 months) 141 (21.9)
Self-perceived bullying victimization (more than once a week in the past 6 months) 37 (5.5) 
Clinical mental health problems (past 6 months) Related to the currently most bothersome traumatic event among all previously reported violence exposure events (at home, school or community) and/or stressful life events occurred in the past 12 months.
Chi-square tests performed to identify differences between children rates and adolescent rates (all mother reported). *p ≤ .05. **p ≤ .01. ***p ≤ .001.
McNemar's tests performed to identify differences between paired proportions in the age group 11-15 years (mother reported rates vs. adolescent reported rates).
standardized instruments, data collection from two informants (mother and adolescent), subjects individually submitted to face-to-face interviews instead of self-completing questionnaires (to avoid errors due to the high frequency of low-educated respondents), and information gathered on a variety of potential predictors and protective factors.
In addition, because the study site is characterized by adverse conditions (low parental education, high proportion of mothers not working for pay, lack of a father figure in the home, and high exposure of children to violence), study results are expected to be valid to vulnerable children living under similar circumstances in other Brazilian cities and abroad. Therefore, authors of this paper expect that their research methods could be applicable in deprived and violent regions worldwide, especially in low-and middle-income countries.
Study limitations should also be mentioned such as the lack of a third wave of data collection that would allow the observation of long-term effects of violence exposure on child mental health. When planning the study, the research team decided for an interval of 12 months between Waves 1 and 2 assessments in order to minimize sample loss because residential mobility is high among low-income Brazilian populations (Romanelli & Abiko, 2011) . Furthermore, regarding the instruments used in our study to assess child mental health problems, potential criticisms involve the absence of child mental health measures based on diagnostic instruments. However, a recent publication (Boyle et al., 2016) mentions that the use of checklists are comparable to the use of diagnostic interviews when aiming to identify mentally disordered children in community samples from epidemiological studies. In addition, the use of checklists has the advantage of dramatically lowering the burden and cost of data collection (Boyle et al., 2016) which increases the feasibility of large epidemiological studies, mainly in low-and middle-income countries where financial resources for scientific research are scarcer. Finally, the use of cut-off points for SDQ, CBCL, and YSR on the basis of normative data from countries where the instruments were originally developed may limit the comparison of our findings with prevalence rates obtained by studies that used different cut-offs. It is worthwhile to mention that previous population-based studies conducted in Brazil that used SDQ also followed the recommendation of Robert Goodman (author of the original SDQ) to use the same cut-offs adopted in the United Kingdom.
Another challenge to epidemiological studies conducted in lowand middle-income countries is the use of appropriate standardized instruments to identify clinical mental health problems in children and to determine their exposure to violence in multiple environments.
According to Brandt, Ward, Dawes, and Flisher (2005) , great care should be taken in adapting an instrument for use in a context in which it was not developed. Besides checking translations by back-translations, researchers should take into account the respondents' developmental age and the need of piloting to examine whether the items are understood by the respondents in the way in which the researcher intends them to be understood (Brandt et al., 2005) . The most frequently used instruments are valid and reliable but usually developed in high-income countries, where the population has greater access to quality education. When developing our study questionnaires, it was fundamental to conduct focus groups to identify difficulties in comprehending certain items among low-educated subjects. We simplified the wording of these items to facilitate respondents' understanding without distorting items' content. In addition, cultural aspects should be considered when adapting questionnaires to other societies (Brandt et al., 2005; Streiner & Norman, 1995) . For instance, push-ups are forms of corporal punishment used in the USA but not in many other countries, whereas hitting the head with knuckles are punishments used in India, Egypt, and Brazil but not in the USA (Runyan et al., 2010) . Child physical abuse is a widespread, global phenomenon affecting the lives of millions of children all over the world. A meta-analysis including 111 studies with 9,698,801 participants found a vast variation of self-reported prevalence rates in individual studies (Stoltenborgh, Bakermans-Kranenburg, IJzendoorn, & Alink, 2013) .
The highest prevalence rates were found for studies using a broad definition of child physical abuse, studies measuring physical abuse over the longest period of 0-18 years, studies in which adults served as respondents, and studies using more questions on physical abuse.
The authors concluded that more cross-cultural research on physical abuse is badly needed, especially in Africa and South America. In our study, 10.4% of children aged 6-15 years suffered severe physical punishment by parents in the past 12 months according to mothers' report. The same instrument, variable definition, time frame, and mother as informant were adopted in a previous multi-country study (Runyan et al., 2010 ) involving probabilistic population-based samples of subjects under 18 years of age from Brazil, Chile, Egypt, India, Philippines, and United States. Prevalence rates of severe physical punishment (including hitting with an object) in 19 communities from these six countries varied widely: 13-74% among children regarding prevalence estimates of physical and crime-related community violence exposure with victimization rates being generally lower than witnessing rates.
In our study, 5.5% of adolescents reported bullying victimization (more than once a week or almost every day) in the past 6 months. This prevalence rate of self-perceived bullying victimization is compatible with the self-reported rate of bullying victimization (almost always or always) in the last 30 days (5.4%; 95% CI:
[5.1%, 5.7%]) obtained by a cross-sectional study involving 60,973
Grade 9 students from public and private schools from all 26
Brazilian state capitals and the Federal District (Malta et al., 2010) . The authors investigated bullying victimization with a question: "In the past 30 days, how often did any of your school colleagues embarrassed, mocked, made fun of, intimidate or tease you so much that made you feel hurt, upset, annoyed, offended or humiliated?" Because prevalence rates were similar despite differences in the time interval, it is reasonable to hypothesize that bullying victimization is a chronic condition that maintains its frequency month after month.
| Mental health
When comparing prevalence rates of mental health problems among children and adolescents reported by different studies, it is important to be aware that rates may vary depending on the rigor of methods applied, proportion of sample loss, specific instruments used among the screening questionnaires and diagnostic interviews available in the local language, definition of variables, adopted time frames, type of informant (e.g., parent, youth, and teacher), age range of subjects among other. It is important to highlight that prevalence rates of mental health problems on the basis of screening questionnaires are usually higher than rates generated by diagnostic instruments because psychiatric diagnoses require the presence of impairment (Murray, Anselmi, Gallo, Fleitlich-Bilyk, & Bordin, 2013) . For instance, in a probabilistic sample of low-income children (6-17 years) from southeast Brazil (n = 479), the prevalence of total problems in the clinical range according to CBCL and/or YSR was 24.6%, but this rate decreased to 7.3% when impairment was required (Paula, Duarte, & Bordin, 2007) .
According to a literature review on population-based studies , prevalence rates of mental health problems in Brazilian children and adolescents derived from the use of screening instruments (e.g., SDQ and CBCL) vary according to the type of informant. In this review, prevalence of total problems varied from 13.5% to 35.2% based on parent reports, from 12.6% to 13.1% based on adolescent self-reports, and from 8.3% to 10.3% based on teacher reports (Bordin, Curto, & Paula, 2010; . Prevalence rates of total problems reported in this paper (Tables 4 and 5 ) are compatible with these intervals.
When reviewing evidence on the prevalence of conduct problems in Brazil, Murray et al. (2013) found an average prevalence of 20.8% (95% CI: 15.9%, 26.9%) for conduct problems when using screening questionnaires. Again, prevalence rates of conduct problems reported in this paper (Tables 4 and 5 ) are compatible with this interval. Our findings are also in agreement with the fact that parents report higher rates compared to adolescent self-reports (Murray et al., 2013) .
| CONCLUSION
Prevalence rates presented here estimate the true extent of violence exposure and child mental health problems in a Brazilian low-income medium-size city. Estimates are probably valid to other Brazilian lowincome medium-size cities due to similarities in terms of precarious living conditions. When checking an external validity criterion for the population representativeness of our sample, we found similarities between the rate of maternal low education estimated by our study (47.4%) and the rate reported by the last Brazilian census (IBGE, 2010c) in the female population of Itaboraí city older than 24 years of age (50.8%). The dissemination of data gathered is fundamental to inform planning and action at the local level. Finally, the authors of this paper expect that the study methods described could be useful to future studies conducted in Brazil and in other world regions where children living in poor and adverse environments are suffering from violence and mental health problems.
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